planopilaris and is characterized by frontotemporal hairline and eyebrow involvement. Of the association with lupus erythematosus we have only a few descriptions. Hydroxychloroquine and chloroquine diphosphate are antimalarial drugs described as viable treatment options for both diseases, due to an antilymphocytic effect. The association between frontal fibrosing alopecia and lupus erythematosus (discoid or systemic) is reported in this article, showing a progressive alopecia in the frontotemporal hairline despite treatment with hydroxychloroquine. 
Introduction
Discoid lupus erythematosus (DLE) and lichen planopilaris (LPP) are considered primary cicatricial alopecias and they are characterized by lymphocytic infiltrate [1, 2] . DLE lesions may be similar to LPP as a patchy cicatricial alopecia. Frontal fibrosing alopecia (FFA) is considered a clinical variant of LPP, with clinical differences, characterized by alopecia in the frontotemporal hairline and eyebrows, sometimes associated with facial papules and hair loss on the limbs, the axillary and pubic regions, and loss of eyelashes [3] [4] [5] [6] [7] .
The association of lupus erythematosus (LE) and LPP has been reported to coexist when two lesions are diagnosed, each of them with each of the conditions, or when both conditions occur simultaneously (clinical presentation and histological or immunohistochemical features of both diseases) in the same lesion, in which case it is called LE/lichen planus overlap syndrome [8, 9] . The association of LE and FFA has also been described [7, [10] [11] [12] .
The disease's activity is sometimes hard to define. Hydroxychloroquine efficacy for LPP/FFA has been proposed through the analysis of an index called LPP Activity Index, created to try to determine whether the disease is active or not based on erythema, perifollicular erythema, perifollicular scale, pruritus, burning sensation, pain, anagen hair at pull test, and progression [13] .
Hydroxychloroquine and chloroquine diphosphate are considered as treatment options for both LE and LPP/ FFA [14] . They act by lowering the upregulated expression of regulatory T cells [15] . This is a report of 4 disease association cases and their response to hydroxychloroquine.
Case Reports

Case 1
A 55-year-old female patient presented with clinical and histopathological characteristics of DLE since 1987, with cutaneous lesions in the malar region, nasal dorsum, and lower lip. Antinuclear antibody (ANA) test was positive at 1/320, without other criteria for systemic lupus. Upon this result, chloroquine treatment was then started. In 2008, she was diagnosed with FFA, despite her previous treatment. Both diseases are still active, with cutaneous lesions and significant progression of hair loss since diagnosis ( Fig. 1 ) .
Case 2
A 48-year-old female patient presented with DLE ( Fig. 2 ) and Raynaud phenomenon since 1996. She has been intermittently treated with hydroxychloroquine since 2010. ANA test was negative and anti-Ro/SSA antibody was positive. She was diagnosed with FFA in 2013. DLE lesions are under control after treatment with hydroxychloroquine, but FFA is still active, with presence of perifollicular erythema, perifollicular scale, progression, and positive anagen pull test ( Fig. 3 a, b) . 
Case 3
A 62-year-old female patient presented with systemic lupus erythematosus (SLE) since 2004, manifested as malar rash, arthralgia, polyadenomegaly, persistent anemia, positive ANA test at 1/1,280, and low titers of C3 and C4. She was diagnosed with FFA in 2009, which is still active after 3 years of treatment with hydroxychloroquine, with perifollicular scale and positive progression in global photography ( Fig. 4 a, b) .
Case 4
A 77-year-old female patient had been diagnosed with SLE approximately 35 years ago. After control of lupus activity, she maintained only the use of hydroxychloroquine since 2012 and despite this, developed FFA in 2014. Currently, SLE is under control, but FFA is still active and shows erythema, pruritus, and progression ( Fig. 5 ) .
Discussion
There are only a few descriptions of FFA and LE, with DLE being the most common association [8, 9, 16] . del Rei et al. [9] described FFA and DLE in 7 patients. Banka et al. [17] described FFA associated with DLE in 2 cases and FFA associated with SLE in 2 other cases. We also found the association of FFA with DLE in 2 patients and FFA with SLE in 2 other cases.
FFA and LE have a common background, and as previously noted by other authors, their coexistence may not be a coincidence; this could be the result of different responses due to individual genetic predisposition [9] . Hydroxychloroquine and chloroquine diphosphate are antimalarial drugs with antilymphocytic effect [18] , described as viable treatment options for patients with LE or LPP/FFA. A wide variety of results ranging from good response or stabilization [5, 13, 19] to treatment failure are reported [17, [20] [21] [22] . We deemed our FFA cases active when global photos and/or LPP activity index showed progression during follow-up [13] .
Banka et al. [17] observed 2 patients with SLE and FFA, with FFA continuing to deteriorate regardless of the hydroxychloroquine treatment. In our 4 cases, LE appeared years before FFA. The patients had all been using hydroxychloroquine or chloroquine diphosphate by the time they were diagnosed with lupus, even before the diagnosis of FFA. We also observed that this fact did not halt the development or reveal any signs of stabilization of FFA during the use of hydroxychloroquine.
The association of FFA and LE -either discoid or systemic -shows they possibly have a common immune background. The association with other cutaneous and systemic repercussions might be a sign of extensive alopecia and/or a more difficult therapeutic response. In these cases, the response to hydroxychloroquine may be poor.
